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PredictorsPeople with severe mental disorders and a history of violence are often seen as a difﬁcult-to-manage segment of
the population. In addition, this group is usually characterized by a high risk of crime recidivism, and poor com-
pliance with community and aftercare programs.
To investigate a sample of male patients living in Residential Facilities (RFs) with a history of violent behavior
against people and to compare their characteristics with those of never-violent residents; to analyze the associ-
ations between aggressive behaviors in the last two years and a history of previous violence; and, to assess the
predictors of aggressive behaviors.
This study is part of a prospective observational cohort study which involved 23 RFs in Northern Italy. A compre-
hensive set of sociodemographic, clinical, and treatment-related information was gathered, and standardized as-
sessments were administered to each participant. Also a detailed assessment of aggressive behaviors in the past
two years was carried out.
The study involved 268males: 81 violent and 187 never-violent. Compared to never-violent patients, violent pa-
tients were younger, with a higher proportion of personality disorders, and have displayed an increased number
of aggressive behaviors in the last two years. The presence of a history of violent behavior in the past signiﬁcantly
increases the probability of committing aggressive acts in the future.
© 2015 Published by Elsevier Ltd.efratelli, Via Pilastroni, 4, 25125
Girolamo).1. Introduction
Since 1980many studies have attempted to analyze the relationship
between severe mental disorders and risk of violence (Nederlof, Muris,
& Hovens, 2013). To date, several variables have been identiﬁed that ap-
pear to be related to an increased risk of psychiatric patients committing
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history of violent behavior, a diagnosis of schizophrenia, especially
with an early onset, the severity of psychiatric symptoms (e.g., thought
disorder, psychopathy, and suspiciousness), a concomitant use of
substances/alcohol and the number of previous psychiatric admissions
have been identiﬁed as risk factors for the occurrence of aggressive
behavior in patients with severe mental disorders (Fazel, Gulati,
Linsell, Geddes, & Grann, 2009; Fazel, Langstrom, Hjern, Grann, &
Lichteinstein, 2009).
In Italy, there have been studies which have focused on patients ad-
mitted to acute inpatient facilities (Biancosino et al., 2009; Grassi, Peron,
Marangoni, Zanchi, & Vanni, 2001; Grassi et al., 2001, 2006;Mauri et al.,
2011; Raja &Azzoni, 2005). However, data are very limited on the risk of
violent behavior in patients living in Residential Facilities (RFs): the lat-
ter have completely replacedMental Hospitals (MHs) for the long-term
care of patients with severe mental disorders. From 2001, a nationwide
project (the PROGRES-Acuti) counted more than 17,000 residential
beds and most likely, that number has increased (de Girolamo et al.,
2007) in the last 12 years since that survey. During phase 2 of that
study, residential patients previously admitted to Forensic Mental
Hospitals (FMHs) (N = 193) were compared with the rest of the pa-
tients (N = 2962) surveyed (Preti et al., 2008). Overall, the symptom
proﬁle did not differentiate former judiciary patients from residents
who had never been admitted to a FMH. Moreover, the rate of violent
behaviors reported during the last year was low and limited to a very
small group of former FMH patients.1.1. The Italian forensic psychiatric system
The Italian forensic system is based on six FMHswith a total number
of 1421 beds, which is a rate of 100 patients per 4.5 million population
according to the January 1st, 1997 census (i.e., 2.2 per 100,000; Fioritti,
2005). All admissions and discharges are determined by judicial author-
ities, and aremainly based on criminal criteria: inmates treated in FMHs
can be discharged when judicial authorities establish that they are not
‘socially dangerous’ anymore (i.e., further crimes by this person are con-
sidered unlikely). The rules for the psychiatric assessment of individuals
chargedwith violent crimes are not stringent, and no explicit guidelines
or criteria for rendering a verdict of ‘not guilty by reason of insanity’
have ever been established. The treatment provided in FMHs is mainly
custodial and pharmacological, although some small-scale rehabilita-
tion programs are being implemented. Links with standard mental
health services are limited and shared programs are rare. The number
of people placed in FMHs has not increased since 1980, when the popu-
lation numbered 1424 patients. In the following years a gradual de-
crease occurred, until 1998 when the number of forensic patients in
Italy was at its lowest ever (977). Since 1999, the opposite trend has
emerged, and in the report of the Parliamentary Committee of 2010,
the country's six FMHswere detaining 1421patients. The scientiﬁc liter-
ature on forensic psychiatric patients in Italy is limited to very few arti-
cles, which mostly concern theoretical issues (Fioritti & Melega, 2000;
Russo, Salomone, & Della Villa, 2003); a recent review on the history
of Italian forensic psychiatry has been published by De Vito (2013).
Only two follow-up studies of forensic patients have been conducted
to date: a ﬁve-year retrospective study examining 96 patients who
had been discharged from the Barcellona Pozzo di Gotto FMH. Results
showed poor liaison with ordinary mental health services and a 23%
rate of crime recidivism, with serious crimes (homicide/attempted
homicide) committed in 7% of cases (Russo, 1994). A more recent and
sophisticated study is the MoDiOPG project, which aimed to assess the
clinical and psychopathological characteristics of a representative sam-
ple of patients treated in three Italian FMHs,with a three-year follow-up
after discharge into the community (Fioritti et al., 2001). Neither of
these two projects, however, speciﬁcally evaluated forensic patients
transferred to RFs.1.2. The change in the Italian law
A recent law has been enacted about the treatment of patients with
mental disorders, who have been perpetrators of violent acts (Law 17,
February 2012, n. 9).
This Law states that, from 31March 2013, all patients currently hos-
pitalized in the six Italian FMHs (approximately 1400) will have to be
gradually discharged and transferred to non-judicial, psychiatric
facilities, to be newly established in each of the 21 Italian Regions.
These facilities should organize therapeutic pathways, aimed at the re-
habilitation and social reintegration of inmates gradually discharged
from FMHs. In order to implement these new facilities, the Italian
State hasmade available 120million euros for year 2012, and 60million
euros for year 2013. This Law demands new complicated tasks to ordi-
nary Departments of Mental Health (DMHs), currently very poorly
equipped to deal with forensic patients and their associated risk of vio-
lent behavior, andmay have relevant consequences bothwith regard to
the public perception of the mentally ill, and for the potential legal im-
plications that the management of these patients may have for psychi-
atrists and mental health practitioners.
Moreover, so far neither residency programs for psychiatrists, nor
training activities promoted by theDMHshave been set up to adequate-
ly train mental health practitioners in this ﬁeld, making them able to
learn speciﬁc skills necessary for an appropriate management of perpe-
trators of violent acts.
This will apply to all psychiatric patients whomay commit any act of
violence in the future aswell. It is therefore likely thatmost of these pa-
tients will be referred or treated in RFs, since they generally require
long-term care and often lack any social support. The complexmanage-
ment of aggressive and/or violent patients requires integrated, multi-
professional and specialized treatment. In addition, the law imposes
new and complex duties to the ordinary Departments of Mental Health
(DMH)whichwill be responsible for their care. It is therefore necessary
to better study the aggressive and violent behaviors and the risk of vio-
lence among patients living in RFs, in order to identify the most appro-
priate strategies for prevention and treatment of potentially violent
patients (Hodgins, 2001).
The present study is part of a prospective observational cohort
study involving St John of God Order's 23 medium-long term RFs in
Northern Italy (de Girolamo et al., 2014) aimed at describing the
sociodemographic, clinical, and treatment-related characteristics of RF
patients during an index period, and to identify discharge-associated
predictors and characteristics at 1-year follow-up.
1.3. Aims of the study
Aims of the present study are: (Biancosino et al., 2009) to investigate
the sociodemographic, clinical, and treatment-related characteristics of
a sample of male patients living in RFs with a history of violent behavior
against people (so called ‘violent patients’); (Bjørkly & Waage, 2005)
to compare the characteristics of violent patients with never-violent
residents; (Cohen & Eastman, 1997) to analyse the associations be-
tween aggressive behavior (e.g., verbal, physical and sexual) displayed
in two years of observation by the two groups (violent vs never-
violent); and (de Girolamo et al., 2007) to assess the predictors of ag-
gressive and/or violent behavior.
2. Material and methods
2.1. Patient recruitment and assessment
All male patients residing in the St John of God Order's 23 medium-
long term RFs in September 2010, with a primary psychiatric diagnosis
and age younger than 65 years, were recruited. Exclusion criteria were
age 65 years or older, and a primary diagnosis of organic mental disor-
der (i.e. dementia or mental retardation). The study was approved by
48 V. Candini et al. / International Journal of Law and Psychiatry 39 (2015) 46–51the relevant Ethics Committee, and all participants providedwritten in-
formed consent prior to evaluation.
A set of standardised instruments, included in a ‘Patient Schedule’,
was administered; all research assistants underwent a centralised in-
strument administration and rating training.
The standardized instrumentswere the Brief Psychiatric Rating Scale
(BPRS) (Ventura, Green, Shaner, & Liberman, 1993), the Health of
Nation Outcome Scale (HoNOS) (Wing, Beevor, & Curtis, 1998), and
the Personal and Social Performance (PSP) scale, a modiﬁed version of
the DSM-IV Social and Occupational Functioning Assessment Scale
(SOFAS) (Morosini, Magliano, Brambilla, Ugolini, & Pioli, 2000). The
Speciﬁc Levels of Functioning (SLOF), recently considered the ‘gold
standard’ in this ﬁeld (Harvey et al., 2011), was also administered to as-
sess psychosocial functioning and disability.
Cognitive functioningwas evaluated with the Repeatable Battery for
the Assessment of Neuropsychological Status (RBANS) (Gold, Queern,
Iannone, & Buchanan, 1999).
2.2. The violent group
We selected all male patients for whom the treating clinicians re-
ported at least one positive answer to one or more of the following con-
ditions: (i) patients admitted at least once in their lifetime to a JMH for
violent acts against people; (ii) patients arrested at least once in their
lifetime for violent acts against people; (iii) patients with a documented
life history of violent acts against people (including sexual violence).
Hence, the ‘violent’ group consists of patients who have already acted
violently against people at least one (before entering the study), while
the ‘never-violent’ group only includes patients who have never com-
mitted physical violence against people in the past.
2.3. Assessment of aggressive behaviors
For each patient the treating clinicians reported the frequency of ag-
gressive behavior registered during the year before the baseline assess-
ment and during the 1-year follow-up. Aggressive behavior assessed
was: shouting, threatening, pushing others, slapping, punching, inap-
propriate sexual behavior, sexual harassment, and using weapons.
These behaviors were grouped into the following three categories: ver-
bal, physical and sexual aggressive behaviors.
2.4. Statistical analysis
All analyses were performed with SPSS 21.0. The Chi-square test for
categorical variables (or the Fisher exact test, when needed) was used
to compare the baseline sociodemographic, clinical and treatment-
related characteristics of the two groups (‘violent’ and never-violent pa-
tients). The t-tests (or Mann–Whitney U tests when normality assump-
tion was violated) were used for quantitative variables. A series of
binary logistic regression models were performed (through the back-
ward stepwise selection method) to evaluate the behavioral and func-
tional predictors of three types of aggressive behavior: verbal, physical
and sexual.
Statistical signiﬁcance was set for all cases at p b 0.05.
3. Results
3.1. Facility characteristics and restrictiveness
A total of 23 RFs participated in the study. Most RFs were indepen-
dent buildings located in suburban areas, with a mean number of 17.5
residents per facility (range 5-29). The RF sample included a total of
22 clinicians, and 80% had 24-hour staff rotation.
Standardised assessment instruments were used routinely in
most facilities (75%). Various types of rehabilitative activities were
available: social skills training in 80% of facilities, individual and grouppsychoeducation in 65%, job training in 65%, and expressive/manual ac-
tivities in all RFs.
All RFs had restrictive rules concerning patients' daily life and behav-
iour: in 65% of RFs the staffmanaged the daily entry and exit for patients
and visitors. In 85% of RFs, residents were allowed to go out autono-
mously; in 40% patients allowed to exit had to specify their destination.
In 40% of RFs all patients were allowed to manage their ownmoney,
while in 55% of RFs this happened only for selected patients. Patients in
40% of the RFs had ﬁxed bedtimes, generally consisting in the light-off of
the bed rooms, and also involved the closure of entrance doors; in 50%
of RFs patients were allowed to refuse their participation in planned ac-
tivity, while in 40% they were allowed to do so only occasionally.
All these RFs did not have a structured organization for the speciﬁc
management of potentially violent patients, including patients with a
history of violence, eventually discharged from FMHs.3.2. Sample's characteristics
A total of 268 male patients met the study entry criteria and were
assessed at baseline: 81 were violent patients and 187 never violent
ones. Table 1 shows the differences between the two groups with re-
gard to their main sociodemographic and clinical characteristics; miss-
ing data were few and never exceeded 8%.
The mean age of violent patients was 46.5 years (SD = 9.5; median
47), compared to 47.7 (SD=10.2;median49) of never-violent patients.
In terms of age distribution, the violent group was younger than the
never-violent. The majority of patients had a schizophrenia spectrum
diagnosis, but violent patients were more likely to have a personality
disorder, compared to never-violent patients.
The mean RF stay duration was 3.1 years (SD = 3.5; median 1.9) in
the violent group, and 4.0 years (SD = 6.5; median 2.1) in the never-
violent patients. Conversely, the mean illness duration was 21.6 years
(SD = 11.1; median 22) in the violent group, and 22.1 years (SD =
12.0; median 20) in the never-violent group; these differences were
not statistically signiﬁcant.
Regarding the ability to cooperate in the previous year, 47 (58%) pa-
tients of the violent groupwere actively cooperativewith the treatment,
compared to 104 (55.9%) of the never-violent group.3.3. Standardized assessment scores
At entry, the mean total score of BPRS and HONOS was similar in
both groups. Looking at single items of the BPRS, there were statistically
signiﬁcant differences between the two groups in hostility, grandiosity,
suspiciousness, motor slowing, and conceptual disorganization. Violent
patients had a PSP higher score than never-violent patients, indicating a
better functioning.
With regard to the SLOF, there were statistically signiﬁcant differ-
ences between both groups in two areas: ‘activities’ and ‘work skills’.
Even in this case, violent patients exhibited a higher score, indicating a
better psychosocial functioning.
Lastly, the mean total RBANS score (neuropsychological status) was
similar in the two groups, indicating the presence of a mild cognitive
impairment for both groups. (See Table 2.)3.4. Aggressive behaviors in the observation period
Table 3 shows the difference in the occurrence of aggressive behav-
ior during the observation period (two years) between violent patients
and never-violent patients. There were signiﬁcant differences between
both groups in the occurrence of aggressive behavior: aggressive behav-
ior observed among violent patients was signiﬁcantly more common
than among never-violent patients for all categories of aggressive be-
havior assessed including verbal, physical and sexual behaviors.
Table 1
Characteristics of violent and never violent patients. (The numbers in bold show the different values of test of signiﬁcance.)
Violent patients N = 81 N (%) Never violent patients N = 187 N (%) χ2 Test p value
Age 18–45 37 (45.7) 44 72 (38.5) 115 1.206 NS
46–64 (54.3) (61.5)
Marital status Currently married or cohabiting Alone 9 (11.1) 72 (88.9) 11 (5.9) 176 (94.1) 2.238 NS
Education Low level 64 (79.0) 17 157 (84.0) 30 .956 NS
Medium-High level (21.0) (16.0)
Occupation Employment 6 (7.4) 9 (4.8) .720 NS
Unemployed 75 (92.6) 178 (95.2)
Primary diagnosis Schizophrenic disorders 55 (70.5) 127 (83.0)
Personality disorder 23 (29.5) 26 (17.0) 4.825 .028
Lifetime compulsory admissions None 18 (22.5) 105 (57.1) 26.797 b .001
1-3 40 (50) 50 (27.2)
≥4 22 (27.5) 29 (15.8)
History of deliberate
Self-harm and suicide attempts
Yes 38 (46.9) 72 (38.5) 1.652 NS
No 43 (53.1) 115 (61.5)
Social support Available 29 (35.8) 62 (33.5) .131 NS
Absent 52 (64.2) 123 (66.5)
Predicted discharge after 12 months In the same RF or in another RF
At home
60 (74.1)
21 (25.9)
161 (87.0)
24 (13)
6.725 .010
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Table 4 shows the results of the logistic regression models. The
assignment to the group of violent patients is itself a predictor of aggres-
sive behaviors in the two years of observation: patients who belong
to the violent group (i.e. who had a history of violence against people
in the past) were more likely to commit verbal (OR = 2.4, 95% CI:
1.3–4.2), physical (OR = 2.3, 95% CI: 1.3–4.3) and sexual aggression
(OR = 6.3, 95% CI: 2.3–17.1) than the never-violent patients. With re-
gard to sexual aggression, the results of the logistic regression should
be consideredwith caution, due to the very low number of those events
in the sample.
The second logistic regression assessed the likelihood of the escala-
tion from verbal to physical aggression, and from physical to sexual ag-
gression in the violent group. Data indicated that being in the violent
group increased the probability of escalation in both cases.
Finally three logistic regression analyses were performed with verbal,
physical, and sexual aggression (assessedwith yes/no) as dependent var-
iables, and all BPRS items as independent variables. Several BPRS items
show a predictive value about the likelihood of committing different
types of violent acts. In the ﬁrst model, higher scores on items coveringTable 2
Statistically signiﬁcant differences in scorings of rating scales between violent and never
violent patients. (The numbers in bold show the different values of test of signiﬁcance.)
Violent
patients
(N = 81)
mean (SD)
Never violent
patients
(N = 187)
mean (SD)
Test p value
BPRS 59.7 (18.9) 59.6 (17.2) .315 NS#
Suicidality 1.5 (0.7) 1.6 (0.9) − .818 NS#
Hostility 2.8 (1.8) 2.4 (1.5) 1.970 .050#
Grandiosity 2.5 (2.0) 1.9 (1.5) 2.018 .046#
Suspiciousness 3.6 (1.9) 2.9 (1.7) 2.896 .040#
Conceptual disorganization 2.5 (1.8) 3.0 (1.9) −2.080 .039#
Motor slowing 1.6 (1.0) 1.9 (1.3) −2.385 .018#
HONOS 19.5 (8.0) 20.0 (8.1) − .446 NS⁎
PSP 44.2 (15.9) 37.9 (13.8) 3.253 .001⁎
SLOF
Interpersonal 3.4 (0.9) 3.2 (0.9) 1.775 NS⁎
Acceptable behavior Community 4.3 (0.7) 4.5 (0.5) 1.680 NS⁎
Activities 3.7 (1.2) 3.4 (1.2) 1.992 .047⁎
Work skills 3.1 (1.3) 2.6 (1.1) 2.744 .007⁎
RBANS 71.9 (12.6) 69.9 (11.1) 1.110 NS⁎
⁎ Parametric t-test.
# Non-parametric Mann–Whitney U test.hostility and grandiosity increase the likelihood of committing verbal
aggression, while motor slowing and somatic concern decrease it.
The secondmodel shows that higher scores on items coveringhostil-
ity, disorientation and tension increase the probability of committing
physical aggression; on the contrary, self-neglect is associated to a
lower probability.
Lastly, higher scores on items related to motor hyperactivity and
suspiciousness increase the likelihood of committing sexual aggression,
while un-cooperativeness decreases it.
4. Discussion
4.1. Patients' proﬁle
Peoplewith severemental disorders and a history of violent offences
are usually seen as a difﬁcult-to-manage population. They are character-
ized by a high risk of crime recidivism, poor compliance with communi-
ty and aftercare programs, and homelessness (Dolan & Doyle, 2000;
Jamieson & Taylor, 2002; Teplin, 1990).
In our study we analyzed a variety of risk factors associated with vi-
olence; these factors are generally divided in two categories: the ﬁrst
category is represented by ‘Static Risk Factors’, historical factors which
do not frequently ﬂuctuate and include characteristics such as young
age, marital status, a previous history of violence, and psychiatric
diagnosis. The second consists of ‘Dynamic Risk Factors’, more likely to
change and ﬂuctuate over relatively short periods of time, such as
treatment compliance/non-compliance, psychiatric symptoms, suicidal
thoughts, and community support. We assessed their speciﬁc role in
the occurrence of new violent behavior, and here we will discuss the
main ﬁndings.Table 3
Occurrence of aggressive behavior during the two years of observation in the two groups.
χ2 test p value
Violent patients
(N = 81) N (%)
Never violent patients
(N = 187) N (%)
Verbal aggression
Yes 32 (40) 41 (21.9) 9.21 .002
No 48 (60) 146 (78.1)
Physical aggression
Yes 24 (30) 29 (15.5) 7.39 .007
No 56 (70) 158 (84.5)
Sexual violence
Yes 14 (17.3) 6 (3.2) 16.21 .000
No 67 (82.7) 181 (96.8)
Table 4
Logistic regression models for aggressive behaviours.
OR 95% CI
A) Models
Dependent variables Independent variables
A1) Verbal aggression (yes vs no) Violents (yes vs no) 2.4 1.3–4.2
A2) Physical aggression (yes vs no) Violents (yes vs no) 2.3 1.2–4.3
A3) Sexual aggression (yes vs no) Violents (yes vs no) 6.3 2.3–17.1
B) Models (escalation toward more dangerous aggressions)
Dependent variables Independent variables
B1) Physical aggression (yes vs no) Verbal aggression (yes vs no) 16.0 8.1–34.5
B2) Sexual aggression (yes vs no) Physical aggression (yes vs no) 2.9 1.2–7.7
C) Models
Dependent variables BPRS independent variables⁎
C1) Verbal aggression (yes vs no) Motor slowing 0.7 0.5–1.0
Hostility 2.3 1.8–3.1
Somatic concern 0.7 0.6–0.9
C2) Physical aggression (yes vs no) Hostility 1.5 1.2–1.8
Self-neglect 0.7 0.6–0.9
Disorientation 1.4 1.1–1.7
Tension 1.2 1.0–1.5
C3) Sexual aggression (yes vs no) Motor hyperactivity 1.7 1.2–2.3
Suspiciousness 1.3 1.0–1.7
Un-cooperativeness 0.7 0.5–1.0
⁎ Only signiﬁcant independent variables are reported. OR: Odds ratios, 95% CI: 95%
conﬁdence interval.
50 V. Candini et al. / International Journal of Law and Psychiatry 39 (2015) 46–51In our study, patients with a history of violence against people were
younger, and had a higher prevalence of personality disorders. These
data conﬁrm what is already noted in literature, which demonstrates
that younger patients have a greater chance of being admitted for vio-
lent behavior (Walker & Caplan, 1993). Other studies, on the contrary,
did not reveal signiﬁcant differences with regard to patients' age
(Miller, Zadolinnyj, & Hafner, 1993). Indeed, violent patients had more
compulsory/mandatory admissions in their lifetime.
With most assessment instruments, violent patients were rated as
similar to never-violent patients and the symptom proﬁle was compa-
rable in both groups. However, the violent group showed higher BPRS
scores in speciﬁc areas, which usually deﬁne the clinical and psycho-
pathological characteristics of people who act violently (i.e. hostility,
grandiosity, suspiciousness, conceptual disorganization, and motor
slowing).
Finally, in our study, violent patients had a better psychosocial func-
tioning. In an Italian study comparing severe judicial patients to age, sex
and diagnosis-matched outpatients (the MoDiOPG study), judicial pa-
tients displayed a mild proﬁle of social, occupational, and physical dis-
ability; when compared with community controls, violent inmates
more frequently had less severe social disabilities (Fioritti et al., 2001,
2006). An explanation of these results might be that patients who
were violent were admitted to RFs because of their violence, whereas
nonviolent patients were referred because of their low functioning
and poor ability to care for themselves. Moreover, patients with a
lower psychosocial functioning and a reduced social activity have less
chance, patterns, and ability to plan, organize and commit violent acts.
Finally, we did not collect information regarding the neurocognitive
proﬁles of these patients; since this dimension is relevant to deﬁne
their psychopathological features, these variables could play an impor-
tant role in explaining predictive and risk factors for violence acted by
patients with severe mental disorders.
4.2. Aggressive behaviors and predictors of violence
In our study, the occurrence of aggressive behavior (e.g., verbal,
physical and sexual aggressive behaviors) by violent patients during
the two years of observation was signiﬁcantly higher than that among
the never-violent patients. Even the results of the logistic regressionshow that committing violent acts in the past increases the likelihood
of committing new violent acts in the future. Past violent behavior is a
predictor of aggressive behavior (e.g., verbal, physical and sexual) in
the future.
Moreover, violent patients even had a higher propensity for self-
harm than never-violent residents, although this differencewas not sta-
tistically signiﬁcantly. This data might conﬁrm the statistically higher
risk of death by suicide among violent detained subjects both in Italy
as elsewhere (Preti & Cascio, 2006).
In terms of clinical implications, interventions aimed at reducing
hostility and grandiositymight be associated to a lower risk of verbal ag-
gression; similarly, the reduction of tension, hostility and disorientation
may decrease the likelihood of committing physical aggression. Thus,
controlling and treating these important psychopathological dimen-
sions may be helpful in the prevention of violent acts.
These observations should also be taken into account in the training
of staff managing those patients, and these clinical aspects should be
carefully evaluated in planning both pharmacological and behavioral
treatments.
4.3. Planning new services for violent patients
In recognition of the risk of recidivism by people who have already
committed violent acts (Lund, Hofvander, Forsman, Anckarsäter, &
Nilsson, 2013), it is important to increase all the efforts to provide ade-
quate services within the correctional settings as well as support for vi-
able community treatment alternatives. This is particularly urgent in
Italy, where the recent legislation calls for a signiﬁcant change in the
care of psychiatric patients who act violently. Since FMHs will have to
be shut down and replaced by community facilities (yet to be designed),
it is imperative to better study the problem of violence associated to se-
vere mental disorders and to design effective treatment strategies. In-
deed living in the community, for the great majority of offenders with
serious mental disorders, depends on the availability of appropriately
supportive and structured living arrangements (Cohen & Eastman,
1997; Lamb, Weinberger, & Gross, 1999). When patients are not suit-
able to live with their own family or are unable to live independently
(as it is often the case), the availability of RFs can become a critical factor
in the provision of support and clinical supervision, and in preventing
recidivism in this population.
To date very little is known about if, and how, RFs can meet the ev-
eryday needs of patients with a history of violent behavior. As stressed
by many authors, more investigations aimed at evaluating risk of
reoffending in this group of patients are needed (Bjørkly & Waage,
2005; Heilbrun et al., 2011; Hodgins & Müller-Isberner, 2004;
Holliday, Heilbrun, & Fretz, 2012). Our study, conducted in the speciﬁc
setting of RFs, is a contribution into that direction.
4.4. Limitations
The present study presents some limitations. First, patients were
not assessed with structured diagnostic interview, and therefore, diag-
nostic reliability might be limited. The risk of drawing inferences on
misdiagnosed participants, however, can be considered relatively low,
given that broad diagnostic categories were used and that diagnoses
were made by treating clinicians after a long period of close inpatient
observation. Furthermore, direct interviewswith patientswere not con-
ducted—a procedure that may have resulted in a few inaccuracies. Most
of the questions, however, were easily answered by the facility man-
agers and staffs based on detailedmedical records, while behaviors dur-
ing the 1-year follow-up were carefully recorded by treating staffs, and
this has greatly mitigated the risk of miscollection.
Secondly, since this study was not speciﬁcally designed to evaluate
violent patients, the clinical assessment did not include more sophisti-
cated instruments investigating neuropsychological and neurochemical
correlates, as well as social cognition. In the current literature, in fact,
51V. Candini et al. / International Journal of Law and Psychiatry 39 (2015) 46–51these dimensions are relevant to deﬁne the psychopathological proﬁles
of these patients (Fabian, 2010; Solomon, Aladeokin, & Eduviere, 2013).
5. Conclusions
Our data show that the relationship between severe mental disor-
ders and violent behavior is still a controversial topic. However, more
and more studies show that both static and dynamic factors are associ-
ated with a higher risk of violence, but their speciﬁc role and relevance
can depend on a variety of situational and individual factors. So far most
investigations have been aimed at examining violent patients' adjust-
ment after their release from RFs to the community and at evaluating
their risk of reoffending. While these studies are important, it is equally
relevant to studywhether, and how, RFsmeet the everyday needs of pa-
tients with a history of antisocial behavior, in order to organize these fa-
cilities as effectively and safely as possible and make possible the
dismantling of backward custodial institutions.
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